Retropharyngeal infections and abscesses, in particular tuberculosis, occur in all age groups, especially in children under the age of 5 years. In small children there is typically a history of an acute upper respiratory infection. In adults a history of foreign body, external trauma, or iatrogenic instrumentation such as oesophagoscopy and oral tracheal intubation may be elucidatedl. We report a case that illustrates the pitfalls of current investigative methods.
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CASE HISTORY
A Tanzanian man aged 37 reported a three-month history of dysphagia to solids and then liquids, with a 20kg weight loss. In addition he had been progressively more short of breath, with stertor but no hoarseness. 2 years previously he had been treated for spinal tuberculosis. A non-smoker, he had just returned from a long trip to Tanzania.
On examination he had a subnormal range of neck movement and a fixed laryngeal cartilage but no palpable neck masses. The retropharynx bulged in the midline at the level of C3 and the swelling extended on nasoendoscopic view down to the post-cricoid region, but the larynx was not involved. Soft-tissue lateral neck X-ray and computed tomographic (CT) scanning revealed a retropharyngeal softtissue mass arising between the levels of C3 and C5, not involving the prevertebral fascia or cervical spine ( Figure  1 ). Both parapharyngeal spaces were free from involvement. The laryngeal structures were normal but displaced anteriorly. The patient was examined under anaesthesia and trans-oropharyngeal biopsy samples were taken for histology and microbiology (including culture for Mycobacterium tuberculosis). A difficult intubation was covered with a tracheostomy. The patient recovered from this operation and was extubated and discharged.
Histological appearances were suspicious of a lymphoproliferative process. The abnormal plasmacytoid infiltrate suggested the possibility of an extramedullary plasmacytoma, but immunohistochemistry was inconclusive. A bone marrow aspirate revealed a non-diagnostic increase in plasma cells. Haematological, biochemical and microbiological investigations revealed no abnormalities. The retropharyngeal area was then formally explored under general anaesthesia. After a further tracheotomy a left lateral transverse approach was made, with lateral deflection of the carotid sheath and rotation of the larynx to expose the retropharyngeal area. The tissues were extremely fibrous and, in the retropharyngeal space overlying the C4 vertebra, a dental plate was discovered ( Figure 2 ). On removal its sharp edges (Figure 3 ) traumatized the pharyngeal mucosa, so the patient was left on nasogastric feeding for seven days. Subsequent contrast swallowing studies showed the pharyngeal mucosa to be intact. Eight days later the patient was discharged home eating, with the tracheostomy tube removed. On review six weeks later a lateral soft-tissue X-ray of the neck showed complete resolution in the prevertebral area.
On detailed inquiry the patient revealed that one year previously, while in Tanzania, he had accidentally swallowed his lower dental plate. The local hospital had failed to remove it under general anaesthesia and had apparently railroaded the dental plate into the digestive tract. Dysphagia was present for some weeks afterwards, but progressively improved. On discharge from hospital he was reassured that the dental plate had passed out naturally. , 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 I I I I I I I I I I I I I I I I I I I . space j |~F ioure 3 The MII 11)} I' denture possibility of abscess needs to be excluded early. Such abscesses are potentially lethal because the retropharyngeal space is contiguous with the superior and posterior mediastinum. As well as mediastinitis, abscess rupture can result in severe pneumonia. In this patient we also needed to exclude tuberculosis of the cervical spine, which can present with a retropharyngeal mass2A, but the absence of bony erosion on the lateral neck X-ray made this diagnosis unlikely. The presence of plasma cell infiltration in the histological specimen was another distraction, but such infiltrates can be secondary to chronic inflammation. Extramedullary plasmacytoma, which is rare below the age of 40, typically presents as a soft-tissue mass in the upper respiratory tract5; retropharyngeal plasmacytoma does not seem to have been reported. A case very similar to this was reported in 1988 by Youngs and co-authors6; they, and others subsequently78, called for incorporation of radio-opaque material to aid radiographic localization after swallowing.
Finally, we should comment on the initial management in Tanzania. Dentures of this size and shape in the pharynx or upper oesophagus can usually be removed with forceps through a rigid endoscope under general anaesthesia, especially soon after the incident. Attempts to railroad an upper aerodigestive tract foreign body are not generally advisable, because of the high risk of viscus perforation and subsequent infection9. Acute appendicitis is usually diagnosed on the basis of physical signs and symptoms, but where there is doubt about the diagnosis ultrasound can be of valuel2. Despite the frequency of acute appendicitis the concept of chronic appendicitis as a cause of recurrent abdominal pain is controversial. We report a case with sequential ultrasound examinations.
Ultrasound appearances in chronic appendicitis

CASE HISTORY
A 7-year-old boy was admitted after 24 hours of central abdominal pain and vomiting. He had a slight headache and sore throat but no alteration in bowel habit or urinary symptoms. There was a history of intermittent abdominal pain for which medical advice had not been sought. He was apyrexial and examination revealed diffuse tenderness over the lower abdomen. His white cell count was normal as was urine analysis; he was thought to have either mesenteric adenitis or non-specific abdominal pain. Ultrasound of the 
